off for eight days, but there was no nausea or vomiting.
A chest radiograph showed a large ovoid mass inseparable from the mediastinum, lying posteriorly in the right lower zone (figs 1 and 2). The patient was transferred to the Aberdeen Thoracic Surgery
Unit with a provisional diagnosis of pulmonary hydatid cyst.
She was obese, weighing 84 kg. Dullness and diminished breath sounds were noted at the base of the right lung where a few rales were heard. The heart rate was 100/min and regular, and no murmurs were heard. Blood pressure was 150/90 mmHg. There was slight pitting oedema of the ankles. Results of abdominal and gynaecological examinations were negative.
At bronchoscopy granulations were seen in the right apical lower segmental bronchus. After these had been removed for biopsy, a bluish cystic lesion The diagnosis appeared to rest between hydatid cyst of the lung and mediastinal neurofibroma, and it was thought that the bronchoscopic findings favoured the former.
On 4 August 1972 a right posterolateral thoracotomy was performed. A large cystic mass was found lying superficially in the posterior part of the right lower lobe, and there were numerous smaller cystic masses attached to the parietal pleura. While being dissected from the upper lobe the cyst ruptured, and much gelatinous material was extruded, the appearance being reminiscent of pseudomucinous ovarian cyst. Frozen section of the cyst wall showed no evidence of hydatid disease or carcinoma. Lower lobectomy was performed, and several cystic masses were removed from the diaphragmatic and costal pleura, but inevitably clearance was incomplete. The phrenic nerve was crushed above the diaphragm. Thiotepa 30 mg was injected into the pleural cavity. Convalescence was uneventful, and she was discharged on 23 August 1972.
PATHOLOGY
The right lower lobe of the lung contained a peripheral thin-walled multilocular cyst 15 cm in diameter, filled with thick grey mucus. Laterally the wall was thickened to 5 cm (fig 3) .
Histologically, the thickened area was composed of dense hyalinised fibrous tissue showing focal chronic inflammation and surrounded by compressed lung tissue. The cyst was discontinuously lined by papilliform columnar mucus-secreting epithelium, which in places had a lower cuboidal appearance (fig 4) The permeation of fibrous tissue by mucin was regarded as a passive process after local rupture giving the appearances of a pseudomyxoma. It was concluded that the lesion should probably be regarded as a complex mucus-secreting bronchial cyst.
In view of the unusual nature of the cyst, its incomplete removal, and the possibility that it might be a low-grade adenocarcinoma, the patient was given a course of thiotepa 15 mg once a fortnight for 12 months and thereafter once a month for another year.
In July 1974 the patient underwent panhysterectomy for carcinoma of the body of the uterus followed by vaginal insertion of radium. The lesion was "a fairly well-differentiated papillary adenocarcinoma of the body of a uterus infiltrating at its deeper part about halfway into the myomentrium. There is mild chronic cervicitis. The tubes are normal and the ovaries atrophic" (fig 5) lung. 
An unusual mucous cyst of the

